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Re: 10CFR50.73(a)(2)(i)

July 24 19913

MP-91-614

U.S. Nuclear Reculatory Commission
Document Contr'ol Desk
Washington, D.C. 20555

Reference: Facility Operatine License No. NPF-49
Docket No. 50-423
Licensee Event Report 91-016-00

Gentlemen:

This letter forwards Licensee Event Report 91-016-00 required to be submitted within
thirty (30) days pursuant to 10CFR50.73(a)(2)(i), any operation or condition prohibited
by the plar.t's Technical Specifications.

Very truly yours,

NORTHEAST NUCLEAR ENERGY COh1PANY

f /

- I ccae /
/, Stephen E. Scace

Director, Millstone Station
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Attachment: LER 91-016-00

cc: T. T. Martin, Region 1 Administrator
W. J. Raymond. Senior Resident inspector, Millstone Unit Nos.1, 2 and 3
D. H. Jaffe, NRC Project Manager, Millstone Unit Nos.1 and 3
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At i107 hours on June 24, 1991, with the plant at 1009 power m Mode 1, at 2250 psia and M7 degrees
Fahrenheit, the control swnch for Power Operated Rehef Valve (PORV) 3RCS'PCV455 A was found to operate
incorrectly. The automatic position and closed postuon were switched. The mvesupation was imuated because
the PORV-test light did not indicate as it should during a quarterh slave rela) surteillance test.

The root causes for the event were inadequate information detailing the precise switch that required modihcation
per an approved design, and a failure to perform a retest on a control switch from v.hich its wiring block had
mistakenly been removed and then reinstalled incorrectly. As a consequence, the PORY was in the closed
posiuon when the control handle was placed in the automauc position. Had the correct switch been remosed
initially, then a proper retest would have been assured for all work performed. Had a retest been performed.
the error would have been identified and corrected. Individuals mvolved were counselled on the need to give
complete information to personnel performing design work ana the requirements to perform adequate retests.

The lessons learned from this incident will be incorporated into departmental traimng and, retest guidehnes int
removal of any component from a panel will be developed und promulgated by October 25. 1991
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At 110' hours on June 24, lWl, wnh the plant at 100Q power in N1 ode 1, at a pressure of 2:50 psia
and a temperature of 5M degrees Fahrenhen, the control swnch for Power Operated Rehef Valve
(PORV) 3RCS * PCY455 A was found to operate mcon ectly. The automauc posinon and clo.se posinon
were sunched The imesugaoon was mittated because the PORY test hght did not mdicate as n should
durms a quarterl3 slave relay surveillance test.

Shih supervisory personnel immediately declared 3RCS* pCY435 A inoperable. As required by Technical
Specifications, the assouated b!ock valve was closed and power was remmed from the block vahe withm
one hour of discovennp the problem. Withm 30 hours of the discosery, the inoperable swnch was
replaced and the circutt was tested for proper operanon. The block vahe was then opened and the
PORY was returned to an operable status.

]L pause of Evg.at

The following are the root causes for this esent:

Informaaon in a wo L package chd not provide sufhcient detail for requued switch modthcanons*

per an approved design As a resuh. an electncal techmelan selected the wrong swnch for
modificauon

Venheation was not performed on the control swnch after the switch was incorrectly re-installed*

ai'er mspection. Had a work order been processed to venly proper operation, the error would
hase been immediately discovered and the problem corrected.

On hlarch 25, 1991, while the plant was shutdown for refuehng, a work order was tmtiated to correct an
annunciator design problem associated with the " arm! block" switch for the PORV. Annunciator wires on
the switch needed to be transferred to a set of spare switch contacts. Because of space constraints, it
was necessary for the switch to be physically remosed from the control pant.1 in order to gam access to
the winng lugs. Removal can be accomphshed by either unscrewing the switch collar on the top panel
and then lowering the entire switch underneath the panel, or by unscrewing the control block from the
swnch handle directly underneath the panel. The electncal technician incorrectly selected the PORV
" control switch' rather than the " arm / block" switch. He chose to remme the control block from the
handle to gain access. Prior to domg any other work, the techmelan reviewed the work package and
noted the dtscrepancies between the " arm / block" wiring diagram and the actual wiring of the " control"
switch. Based on these decrepanaes. and as he was unsure of what the resolunon was, the technician
reinstalled the control block onto the handle and documented the problem in the work log for the next
shift.

As the control b!ock lugs and wiring are arranged symmetrically, it is possible to install the control block
j in two ways, in this case, the technician temstalled the block opposite to the way it was supposed to be.
|. The switch has three positions: "Close - Auto - Open" With the contact block installed incorrectly,
'

the mdicated and actual switch operation was:

ID.dicat ed \ctual
. Close Auto,

| Auto Close
Open Open

,

!

| The oncoming shift electrical techracians were aware that the " control" switch had been temmed.
Howeser, they assumed the removal was done from above the panel with the enure sunch dropped
down. Under ttus premise, they considered no retest was necescar). The oncoming shift reviewed the
work package and identified that modihcations should be made to the " arm / block" sunch. Work was
completed and retests were performed to ensure the " arm / block" and associated annunciator circuits

j were funuionmg correctly, but no retests were done on the PORV "contrar switch.
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prohibited by the plaru's Techrncal Specihcatiorn (TS). j

Mdhtone Urut 3 has two preuunter PORW ubich are designed to present a high reactor coolant svuem
,

(RCS) preuure reactor trip for all postulated tranuents up to and includmr the step load decreases utth
.

steatn dernp. The PORW aho knut the opemn' of the prenurirer safet> sahes and pmnde cold >

merpreuure tehef protection if necenary TS . 4 9.3 requires cold merpreuute proterpori in Modes 4,
$. arid 6 | rom one of the |ohoump:

3

n. Two residual heat remmal (RHR) suction rebel vahes

b. Two PORW
.

c. The RCS depreuuraied wah a vent preater than or equal to 5 4 square inches |
.

Credit for cold overptenure protecuon was mamtained by two RilR sucunn rehef vahes from March $,
,

the date this egent made PORY 3RCS'PC\ 455 A moperable, until April 1. Frorn April 1 untd April V,
the PORW were credited for protection. On Apnl 9. the plant entered Mode 3 at which tune the Cold
Oterprenure Protection Sutem (COPS) was blockert COPS senes as a backup to the administrative
procedures used by the Operations department for preuure control durint low RCS temperature
condulom. Analpes indicate that one PORY n sufhcient to prevent pressure hmits bemy cureded fot i

anticipated man and heat input trainients. Dunny this 9-day period, PORY 3RCS'PCV456 was
= available to rehese prenure automancally. 3RCS'PCY455 A could base been opened manually unce the
control switch block reserhal allected only the *automauf and *close" pouuons. Il a $mple f adure had
prevented the operable PORY trom opentry, an operator would have been able to manuall) open PORY
3RCS * PCV4 55 A, Although the PORW were deutnated for cold merpreuure protection on April 1,
both RHR sucuon scheh were sull available untd April 5.1991 At thn time Tram 11 RHR sucuon rehef

,

was isolated, but Train A RHR suction rebel remamed in service. Tram A rehef was isolated April 6.1

just before plant heatup. Thu4 except for one day, at lea t one PORY and one idik sucuon relief were*

asailable until COPS we blocked.

The PORW uere availab.. o be operated manually as required b3 TS 3 A4 for Modes 1, 2, and 3,
PORW are not conudereo in the deupn baus merprenure event dunny & des 1. a. and 3. In
conjunction unh the acuan of the teactor protecuon sptem, the thier spr ng loaded preuunter safet)
vahes are designed to pievent exceeding 11(1 penent of sptem deupn pre:,ure for all credible
merprewure events includmp the maximum prea,ure surge resultint Irom a complete ims of load 4

The PORW rnay be used for other purposes such as deprenunration durmg safety grade cold shutdown,
emergency feed arid bleed, and decreaung pnmar) plant preuure during recmery from a steam renerator
tube rupture mcident. Howeser, the incorts t winny of 3RCS'PCV45$A would not have affected PORYe

use since only manual operation b necessar) for these evolutions.

Automauc pnmary pressure rehef danng ' Anticipated Transient Without Scram (ATWS) would base been
cf fected, Wuh one PORY unmailable for automauc operation, the probabiki) of exceedmr the ASME
Iloiler and Pressure Veuel code Lesel C seruce hmn ceneria of 3200 pur would hase been mereased for

~ ATWS events, lloweser, the probabihty of the rnmt knuune ATWS esents occurring m the ame frame
dunnp which one PORY was unavailable n ver) small,

in cornequence of the analph of thn incident presented in the ahme paragrapin, the inabihty of PORY
3RCS'PCV45$ A to operate automaticall) durmr the 89-day period us conuol sunch was improperly
mstalled did not pme a ugnihcant degradauon of plant saleis. There would have been no significant
harard to the heahh and salen of the pubhc were the PORVs reqmred to operate automaucall> donny
an merpresure nent.
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Corrective Aenon

The individuak invoked were counselled on the need to venly proper switch functions whenever a switch
is removed from its nornial locanoin eser il no work was performed or no critical components were
disturbed. It was ernphasired that even il no work or ad.iustmenu were performed, wires may be broken i
or otherwoe disturbed which could make the switch tuoperable.

The design engineer was advned that egen though the package may be clear in its desirn intent, an
mdividual actually performing the work ma) become confuwd without more Specific mformation,
includmg a walkdown just pnor to performing the work. In this caw, the control switch n located on the
horizontal portion of the panel while the * arm / block" switch h located nearb), on the vertical poruon.
If the work package had contameo exphen location informauon, this event would not base occurred.

.

The lenons learned from this incident will be incorporated mio departmental training. Retest puidehnes
,

for removal of any component frorn a panel will be developed and promulgated. These actions will be
completed by October 25, 1941.

Add!HonM Infortnhtion

The control switch for 3RCS*PCV455A h a GE type CR2940 with three mamtained ponniom of close, '

automatic, and open. The PORY b an electrically controlled, prepute actuated. poppet type rebel salve
manufactured by Crosb> Vahe & Gauge Company.

The events hsted below are 5 milar to this event:

1_ER Number Iggg

86-005 Cold Overpressure Protection System Taih to Operate durms Pressure
Transient

69-002 Control Building Purge Exhaust Fan isolation Yahe Position Indication Error
~ Due to Personnel Error

LER 88-005 documents the failure of COPS to operate because the Sohd nate protection system was not
available to provide a signal. The root cause for this event was a lack of procedure for arming COPS. :
The acuon to prevent recurrence included the preparation of a procedur1 frr armmy COPS at d
increased operator trainmp. While LER 88-005 and this LER resulted tn cold overprenure protection not
being available when required, the root cause is different from thn LER. Therefore _the corrective
actions for LER SF-005 would not have prevented occurrence of the event discuued m thh LER.

LER 89-002 documents the failure to place a hited lead on the correct terminal. A procedure to
provide independerst verification when hiting or instalkn; electrical connections was implemen;ed. Since
no leads were lifted, independent verification was not an issue m the event describrd by this LER.
Therefore, the correcthe actions for LER 89-002 would not have prevented occurrence of the event
discussed in this LER.

Ells CODES
.!

Sv$ terns ComtiOfwnts

Reactor Coolant System -- AB Rehef Yahe -- PCY

Control Switch -- HS
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